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Background
The population in most parts of the world is growing older, especially in the oldest age groups (1). This development leads to more people with multiple chronic conditions and frailty (2, 3) .
The multiple chronic conditions, frailty, and all medical prescriptions caused by these conditions often lead to hospitalisation (4, 5) . As a consequence, frail old people are common in hospital-and they are also costly. In Sweden, for the patient group defined as 75 years or older, with >2 different diagnoses and >2 in-hospital stays during the last year, the costs comprise 19% of all national in-patient costs (6) .
Frail old people need care that considers all diagnoses and medications together, in order to improve their quality of life and diminish the adverse effects of frailty. Adverse effects of frailty are often described as institutionalisation, loss of independence, and mortality.
Comprehensive geriatric assessment (CGA) has shown to be an effective tool for approaching this kind of care (7, 8) . CGA is characterised by a multidimensional, multidisciplinary assessment to evaluate an older person's functional, physical, cognitive, and socioenvironmental circumstances (9) . As the definition implies, this means a holistic view and working in a multidimensional team. This is not the most common way of working in hospital today-not even when working with old people. On the contrary, there has been a trend towards more and more super-specialised care (10), a development driven by the increasing amount of knowledge and research and the status accorded to highly specialised practitioners by physicians and laypeople. Therefore, instead of addressing multimorbidity, the focus lies on one or a few illnesses at a time, and this focus is related to the present physician's specialty, not to the patient's symptoms and conditions as a whole (11) .
One of the cornerstones needed to perform a CGA is geriatric competence. This is needed to detect, diagnose, and treat geriatric syndromes (12), but generally the educational level in geriatrics is low among non-geriatric specialists, despite the demographic shift to more and more old people (13).
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To increase health care efficiency, several governments have changed remuneration systems dating from the 20 th century, where fixed budget frames were common, to more marketoriented competitive system (14, 15) . These competitive systems emphasise cost reduction and high health care production volume, using indicators such as numbers of patients seen in ambulatory services, length of in-care time, measures of accessibility, and number of treatments (15)-and to ensure quality, also registers of quality of care.
These registers are generally coupled to only one or a few illnesses, such as registers of diabetes, hip fractures, or myocardial infarctions, each having different recommendationsfor instance, for pharmacotherapy, for the conditions focused on in the register-but not necessarily compatible with recommendations for other illnesses in the same person with multimorbidity. This means that producing "good quality" on the basis of follow-up in a register (such as low HbA1C in diabetes), can lead to "bad quality" for the patient (in this case, if pursuing low HbA1C increases the risk of hypoglycaemia, and consequently, frail old people are more susceptible to falls and fractures). Therefore, in general, it can be difficult to follow up quality of care of old people through registers of quality of care.
In 1969 Dr. Robert Neil Butler defined "ageism" as a prejudicial attitude towards older people (16) . In many parts of the world old people are seen as feeble in mind and body, and as an economic burden to society (17) . Unfortunately, this sentiment is shared by many health care professionals (18) .
Taking into account all these difficult preconditions for good care of frail old people in hospital, how does it feel to be one of these patients? And how does it feel to be a health care
provider taking care of them?
Material and methods
The material in this article has been collected through four substudies. The participants were frail old people in hospital or newly discharged, and health care proffessionals charged with their care. Altogether the material consisted of 25 one-to-one tape-recorded interviews, 18 4 (13) health care staff member, 5 focus group interviews of physicians, and 26 days (between two and five hours per day) of observations in acute medical hospital wards. In three of the studies the method was mainly qualitative (19) (20) (21) , and in one (22) , quantitative. The methods of analysis in the qualitative studies were content analysis (23) and grounded theory (24, 25) .
The quantitative study was analysed with standard descriptive statistics.
Setting
The health care system in Sweden is mainly funded by income taxes (26). Sweden has 60 hospitals serving 9 million people, providing specialist care, with emergency services available 24 hours a day. Most hospitals serve a population between 50 000 and 200 000
inhabitants. The studies referred to in this article were conducted in five teaching and nontaching hospitals in three different counties in the southeast of Sweden.
Integration of results
To interpret the results from a more general perspective, the results from the four substudies were reanalysed and recategorised. The integration meant searching for variation and similarities in the whole material. The integrated results gave new, possible explanations describing the situation for frail old people in hospital and for the feelings of the health care staff working with them. This led to a suggestion for a model to explain current state of affairs and a suggestion for a model to improve the care for frail old people in hospital, while at the same time improving the work environment for the health care staff.
Results
The interviews with the old people newly discharged from hospital showed how frail they were. Thirty-five per cent of patients were in such a poor condition that they could not participate in medical decision making (22) . Furthermore, the studies showed expressions of ageism; communication with the elderly patients was truncated and often difficult to understand; frail old patients were described as "problem patients" in acute hospital wards, 5 (13) because they produce unfavourable statistics and are difficult to treat. As one senior consultant said: "We have got enough trouble with the patients that are really sick!"
Old people tend to occupy beds for a long time-they are looked upon as "bed-blockers", especially if there is a shortage of beds. The staff, especially the physicians, wants to avoid them in the emergency departments, and decisions about discharge are taken "over the head" of the patients.
As for the decision about discharge, the staff expressed it in a manner suggesting that someone else, and not themselves, had taken the decision. For instance, the senior consultant spoke to an 89-year-old woman suffering from anaemia and heart failure: "One could think that it would be good if you went home today, think about it!"-and then there was no further communication about the discharge decision.
The health care staff expressed that they have little knowledge of all the medications that these patients often have. They are also aware that older patients are in need of more time for communication and a more holistic perspective than they can give. As the staff feels forced to dismiss them hastily, they often feel uncomfortable while doing so.
A special problem was language, as many physicians are not from Sweden (19, 22) . Several patients described bad experiences in emergency wards, with long waiting times and elderly patients receiving a low priority (19) . Sometimes the patients felt unwelcome, as if they were a burden to the health care system, and also that they were not listened to or given the chance to explain their symptoms. A 90-year old woman in a medical ward related: "They just want to get rid of me. That is how it is." This was particularly a problem when the symptoms did not "belong" to the ward to which the patient was admitted, such as urinary incontinence in an internal medical ward.
In focus group interviews with physicians there were both expressions of lack of interest and knowledge about "frail old people", and also frustration and feelings of guilt about taking care of these patients. The physicians reported lack of a holistic view, lack of geriatric competence, lack of beds, and above all, the remuneration system, as responsible for the bad quality of care 6 (13) of old people. The physicians felt haunted by the remuneration system that forced them to meet health care production targets, including fast discharges. They were appreciated by the health care administrators when they could avoid having patients who would result in poor quality metrics.
It can be an orthopaedic, surgical, or internal medical condition, but nobody wants the patient, as our remuneration system is built on the basis that the more of these patients you can avoid, the better financial results for your department. Now I will be even harder; so, it is important to effectively try to avoid these patients that will not give you any money, i.e., be tough at the emergency ward and your boss will reward you. It is not a good system we have created, not making the frail elderly feel welcome. I think that many of these patients feel unwelcome, because they are regarded by us physicians as just a cost. You are educated as a physician to take care of people, but you end up with the "knife in your back"-it is not good. (Senior consultant) Even in this quotation there is an expression of frustration and bad conscience.
In summary the care of old people in acute care was fragmented, undignified and the patients were not welcome as they did not fit in the hospital care-system
Discussion
The main results of the study are unfortunately not unique. The results of the study is in line with the work of Winn Tadd who found that acute care is not the right place for older people and there is a failure to acknowledge that the largest group of users of hospitals are the very old, the frail and the dependent (27) .
There is an observable demographic shift toward an increasing elderly population.
Convincing evidence exists that old frail people are better cared for when given holistic care based on CGA -in terms of being more likely to return home and to be discharged with better functional status compared to those who receive usual medical care (12, (28) (29) (30) (31) . It is therefore surprising that there has not been a more substantial shift from "usual care" to "care based on CGA". also It has also been shown that costs for care based on CGA are tenable, although evidence here is sparse (12).
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There can be for several explanations for the current situation. It is likely that the statusdriven super-specialisation of health care and the phenomenon of ageism are very important components. To have a holistic view of a patients' total situation medically is both timeconsuming and difficult because the frail old patients of today survive many more diseases and difficult conditions than those of 20 years ago, thanks to improved treatment results. At the same time it is important to remember that this need for a shift in focus of much health care is the result of many years of successful health care in the developed countries (32).
Just reading the medical record is a challenge intellectually and in terms of time expended. It is also an activity not easy to measure and follow up. On top of that, performing CGA, which requires a social, psychological, and functional perspective, needs the competence of a multiprofessional team and regular team meetings, also time-consuming and burdensome to organise, apart from being difficult to measure and remunerate.
This brings the discussion back to money. As long ago as in 1986 James Buchanan was given the Nobel Prize for his theories about "politics without romance", or "money rules" (33) . To address the problem of a care system not attuned to age, it is inevitable that the remuneration system for care of frail old people has to change. When it comes to this group of patients, other indicators such as preservation of function, continuity of care, and quality of life are more appropriate. The use of these parameters in follow up is in itself time consuming, and thereby expensive, however necessary (34) . Also, there is no consensus on an easy way to differentiate between robust old people and frail old people, and accordingly, who should be followed up in terms of quality of life and ADL activities, and who could be followed up in the more usual fashion?
A transition to a more age-attuned health care system is difficult also because a change in the ruling systems of power in health care will be necessary. The generalist specialities such as GPs and geriatricians must become more (or equally) appreciated than the super specialist.
There must be much more education in geriatrics, which means pushing back education in other areas if not prolonging medical education.
Methodology: The results of this article are built on studies all performed in Sweden, which could diminish transferability. The results would probably not fit remuneration systems where patients pay by themselves or through private insurance schemes, however in most Western European countries, this is not the case.
Suggestions to improve care for frail old people
Based on the problems described above, there will have to be changes in the health care system. Methods will have to be devised to identify frail, elderly patients in need of care based on CGA. Such identification could be possible in several ways more fully described by Clegg and colleagues (34) but until now no valid and easy instrument has been identified, apart from the suggestion that certain diagnoses should automatically lead to screening for frailty, such as dementia and hip fracture. It should also be possible for patients to seek CGAbased health care at their own (or by their relatives) initiative, to be assessed more deeply by geriatricians or health care staff with special geriatric skills. Regardless of the method, the activity of trying to identify frail elderly patients will increase the alertness around patients in need of a more holistic (or CGA-based) healthcare.
When such patients are identified, it is essential to have a remuneration system with incentives for continuity of care and which measures health outcomes other than those used for usual care, e g quality of life and independence. Last but not least, geriatric skills need to be increased.
The figure below suggests a model for steps to improve the care of frail elderly patients. The evidence for the superior outcomes of CGA-based care is convincing (12) -but many studies are quite old (30, 31) . Is there a need of even more and more recent evidence, or should this change of health care come from a more political viewpoint and from the retiree organisations? The only way out of today's inappropriate care for so many old people would probably be not to take one first step -but several steps in parallel, which makes it a big challenge for future health care.
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